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Abstract
Two cognitive variables that are of interest in their role in depression are self-efficacy
and rumination. Self-efficacy refers to individuals’ own appraisal of their ability to
successfully accomplish a domain of tasks (Bandura, 1977). Rumination, as defined by
Response Styles Theory (Nolen-Hoeksema, 1991), refers to the process of repetitively
and passively thinking about negative emotions, consequences, and symptoms of distress.
Although the relationship between these two constructs and depression has been
examined in both experimental and correlational studies, there has been minimal research
on the relationship between self-efficacy and rumination among depressed individuals.
The present study was intended to replicate and extend Lyubomirsky et al.’s (1999) study
on rumination and perception of the severity and solvability of self-identified personal
problems among college students with and without depressive symptoms. The goal of
the study was to add a careful assessment of self-efficacy to the original procedures from
Lyubomirsky et al.’s (1999) study in order to examine the relationship between
rumination and self-efficacy in the context of depressive symptoms. Undergraduate
students (N = 78) enrolled in a variety of psychology courses were randomly assigned to
engage in an experimentally induced rumination or distraction task. Upon completing
this manipulation task, participants completed various self-report measures, including
measures of self-efficacy and depressive symptoms. Two types of self-efficacy, selfefficacy for controlling upsetting thoughts and problem-solving self-efficacy were
assessed. As hypothesized, participants reporting higher levels of depressive symptoms
who were instructed to ruminate reported significantly lower levels of self-efficacy than
other participants (those reporting higher depressive symptoms instructed to distract, and
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those not reporting depressive symptoms). Self-efficacy demonstrated a stronger
relationship with rumination among participants with higher BDI-II scores in comparison
to the original variables from the Lyubomirsky et al. (1999) study (e.g. perception of
solvability). Among participants with depressive symptoms, there was a stronger
relationship between rumination and self-efficacy for controlling upsetting thoughts in
comparison to the relationship between rumination and problem-solving self-efficacy.
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The Effects of Rumination on Problem-Solving Self-Efficacy and Self-Efficacy for
Controlling Upsetting Thoughts in the Context of Depressed Mood
Depression is oftentimes termed the “common cold” of mental disorders.
Estimated lifetime prevalence rate for major depressive disorder range from 6% to 25%
(Kessler, 2002), with most studies finding that women are approximately twice as likely
to have major depression than men (Nolen-Hoeksema, 2002). The consequences of
depression to the individual as well as to society at large can be severe, and depression
has been rated as one of the most disabling disorders in the world (Murray & Lopez,
1996). Not only does depression affect the individual himself/herself, it affects the
quality and functioning of marital and family relationships, decreases work productivity,
and increases healthcare costs (Kessler, 2002). Although depression is not a life-long,
chronic illness for most, a significant proportion of people who experience an episode of
depression have a recurrent episode at some time in the future, with the risk of recurrence
increasing with each episode (Boland & Keller, 2002). Even with empirically supported
pharmacological and psychosocial treatments for depression, relapse following
termination of treatment continues to be a concern. In addition, some people do not
respond fully or experience clinically significant relief of their symptoms; this is referred
to as “treatment resistant depression” (Gitlin, 2002; Hollon, Haman, & Brown, 2002).
Two cognitive variables that are particularly promising in understanding the
development and maintenance of depression are self-efficacy (Bandura, 1977) and
rumination (Nolen-Hoeksema, 1991). Self-efficacy, as defined by Bandura (1977) is
individuals’ appraisal of their own ability to successfully accomplish a domain of tasks.
According to Social Cognitive Theory (Bandura, 1977), individuals are vulnerable to
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becoming depressed when they possess low self-efficacy for performing a highly desired
behavior, independent of actual skills or aptitude. Rumination, as defined by Response
Styles Theory (Nolen-Hoeksema, 1991), is concerned with the process of responding to
depressed mood, rather than the content of cognitions. Rumination refers to the process
of repetitively and passively thinking about negative emotions, focusing on the symptoms
of the distress, and worrying about the meaning and consequences of the distress. In
sum, both self-efficacy and rumination offer a unique understanding of cognitive
vulnerability to depression that may contribute to improving interventions for the
treatment of depression, particularly in the area of relapse prevention.
Although there has been extensive research on depression and self-efficacy, and
depression and rumination, there is limited research examining the relationship between
self-efficacy, rumination, and depression. Whereas researchers and studies have hinted at
a possible mediating relationship with self-efficacy, rumination, and depression, there
have been few studies explicitly examining the associations among these three constructs.
This study attempts to at least partially address the gap in the literature between
depression, self-efficacy, and rumination by examining the effects of rumination on selfefficacy for individuals who are reporting and not reporting elevated levels of depressive
symptoms. Specifically, this paper will replicate and extend a previous study by
Lyubomirsky, Tucker, Caldwell, and Berg (1999), in which participants with and without
elevated depressive symptoms engaged in a distraction or rumination task were asked to
identify, solve and rate different aspects of their problems and solutions (solvability,
severity, effectiveness of solutions, etc.). Adding to this study will be a careful
assessment of self-efficacy following Bandura’s (1997) guidelines for measuring self-
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efficacy. By replicating Lyubomirksy et al.’s (1999) study and including a thorough
assessment of self-efficacy, it is hoped that this study will address a gap in the existing
literature on cognitive vulnerabilities to depression. Before describing the goals and
methods of the present study, an overview of the current literature and its limitations on
rumination and self-efficacy, and areas of overlap between rumination and self-efficacy
will be provided.
Self-Efficacy and Depression
Definition of Self-Efficacy
Self-efficacy (also called perceived self-efficacy) is an individual’s assessment of
his or her ability to successfully master a specific task (Bandura, 1977). These efficacy
beliefs are an individual’s estimates of her or his own ability to “mobilize the motivation,
cognitive resources, and courses of action needed to meet given situational demands”
(Bandura & Wood, 1989, p. 408). Self-efficacy is by definition concerned with
individuals’ assessment of their ability to perform a specific task, and differs from a more
general assessment of abilities, such as self-mastery. One can have high self-efficacy in a
certain domain but not another (Bandura, 1997). Unlike self-mastery, which is a
relatively stable construct, self-efficacy can change within the same individual over time
(Bandura, 1997).
People’s abilities obviously differ, and self-efficacy may simply be an accurate
assessment of one’s own abilities. However, many studies have found that self-efficacy
accounts for more than past performances; self-efficacy was able to predict an
individual’s future performances even after variance in past performance was controlled
(Hackett, Betz, O’Halloran, & Romac, 1990; Silver, Mitchell, & Gist, 1995). Two
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individuals with equal abilities and who equally succeed in a task may have different selfefficacies. These two individuals with the same abilities but different self-efficacies,
according to Bandura, will perform differently on related tasks in the future. Those with
higher self-efficacy will approach difficult tasks as challenges to be mastered, whereas
those with low self-efficacy will avoid difficult tasks (Bandura, 1997).
Self-efficacy also affects performance by determining the individual’s interest,
goals, and level of persistence. Those with high self-efficacy show greater interest, set
higher goals, and are more persistent in completing a task than those with low selfefficacy. A discrepancy between one’s goals or expectations for oneself, and one’s
performance creates a feeling of dissatisfaction that can motivate one to change their
behavior or action (Bandura, 1977). Similarly, as an individual achieves a desired
outcome, he or she may become less satisfied, and may make further, more challenging
standards for future performance or behavior.
The relationship between self-efficacy, goals, persistence, and interest has been
found in academic domains such as mathematics, as well as in career choices (Campbell
& Hackett, 1986; Hackett & Campbell, 1987; Hackett et al., 1990; Lent, Brown, &
Larkin, 1984). In order to understand self-efficacy and its effect on performance, one
must understand the three dimensions of self-efficacy: magnitude, generality, and
strength. An individual’s self-efficacy may differ in response to the difficulty of the task;
by assessing self-efficacy on a task at different levels of difficulty, one can assess the
magnitude of self-efficacy. Generality refers to the extent to which self-efficacy
regarding a specific task also applies to other similar tasks. Strength refers to the degree
of confidence the individual has regarding his or her self-efficacy. A strong self-efficacy
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will not be diminished by experiences of failure whereas weak self-efficacy will be more
vulnerable to experiences of failure (Bandura, 1977; 1997).
According to Bandura, efficacy beliefs are distinct from outcome expectancies
and global measures of mastery. Outcome expectancies are people’s expectations that a
certain behavior will lead to a desired outcome. Efficacy beliefs are the strength or level
of confidence that individuals believe that they can successfully perform the necessary
behavior to lead to the desired outcome. Individuals will perceive situations that exceed
their efficacy beliefs as threatening and avoid them (Bandura, 1977). A key feature that
distinguishes self-efficacy from more global constructs, such as self-esteem and selfmastery, is self-efficacy’s domain specificity. By definition, self-efficacy is domain
specific. It is also more amenable to change over time, influenced by mastery
experiences, verbal persuasion, vicarious experiences, and physiological arousal.
General or global measures of mastery or personal control are problematic, in view of
social cognitive theory, for two primary reasons. First, in global measures of mastery, the
construct under investigation is unclear. When asked to make global judgments of their
abilities, people are forced to guess at the unspecified situation. Second, the predictive
ability of global measures of mastery is weaker. Measures that assess particular and
specific efficacy beliefs are most predictive because they assess the type of beliefs that
actually guide the behavior or action to be performed (Bandura, 1997).
Role of Self-Efficacy in Depression
Bandura conceptualizes low self-efficacy as a risk factor and high self-efficacy as
a protective factor in the development and maintenance of depression. According to
social cognitive theory, low self-efficacy for a highly desired outcome can be a risk factor
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for depression (Bandura, 1997). Those with a low sense of self-efficacy for a highly
desired outcome are more vulnerable to the demands and stressors associated with
various stressful life events and its negative consequences, especially depression. In the
face of challenges, these individuals are more likely to focus on their inability, past
failures, and doubt their ability to successfully master the demands of challenging life
situations (Bandura, 1997). For example, low academic self-efficacy may place an
individual who greatly values academic achievements at greater risk for developing
depression. On the other hand, low academic self-efficacy may not influence the
relationship between academic performance and depression for those who do not value
such achievements. A discrepancy between a desired outcome and reality often leads to
feelings of dissatisfaction. For an individual with high self-efficacy to facilitate the
desired outcome, the discrepancy and ensuing dissatisfaction may motivate the person to
take action to correct the discrepancy. For an individual with low self-efficacy for the
desired outcome, the discrepancy may lead to feelings of helplessness, depression, or
anxiety.
Conversely, a strong sense of self-efficacy can act as a protective factor against
depression, particularly among individuals experiencing stressful life events, such as
divorce, illness, or unemployment. An individual’s reaction to stressful or challenging
life experiences depends upon the individual’s strength of self-efficacy for the desired
outcome or state of affairs. For example, those with a high sense of self-efficacy for
managing a chronic illness, such as diabetes, may be protected from the negative
consequences of having this illness, by focusing on what they are capable of
accomplishing, rather than on their failures. Rather than viewing the demands of diabetes
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management as tasks to be avoided, those with a high sense of self-efficacy for diabetes
management may view these demands as challenges to be mastered. In short, “a resilient
sense of self-efficacy enables people to endure hardships and persevere against great
odds” (Bandura, 1997, p. 22). Now that the construct of self-efficacy as defined by
Bandura (1997) has been explained, it is important to examine the empirical support for
this theory.
Empirical Evidence for the Relationship Between Self-Efficacy and Depression
Numerous correlational studies have found a negative relationship between selfefficacy and depression across sample populations presenting with a wide range of
psychological, medical, and social problems. Self-efficacy for managing chronic medical
illnesses, such as chronic pain, heart disease, and arthritis, has been found in numerous
studies to be correlated with concurrent and future levels of depressive symptoms, as well
as treatment adherence and recovery/management of the illness (i.e. Currie, Wilson, &
Curran, 2002; Kurlowicz, 1998; Smarr et. al, 1997). Self-efficacy has been found to play
an important role in caregiver depression among caregivers of family members with
dementia (Gignac & Gottlieb, 1996; Zeiss, Gallagher-Thompson, Lovett, Rose, &
McKibbin, 1999), as well as among mothers of toddlers with difficult temperament
(Porter & Hsu, 2003). The quantity of the studies across a wide range of domains
examining the role of self-efficacy in depression makes it beyond the scope of this paper
to review or even cite all.
Although numerous studies have found a relationship between self-efficacy and
depression, as mentioned above, even longitudinal studies are not sufficient to
demonstrate that self-efficacy is indeed a causal or mediating factor in depression. Some
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experimental studies have attempted to demonstrate the causal link between self-efficacy
and depression. Stanley and Maddux (1986), for example, examined the causal
relationship between self-efficacy for interpersonal skills and depressed mood. First,
they attempted to manipulate the participants’ (N=30) self-efficacy by providing random
feedback regarding their social skills after completing a questionnaire (strong or poor
social skills). Participants who were informed that they have strong social skills (high
self-efficacy group) reported less depressed mood on a self-report questionnaire than
those who were informed that they have poor social skills (low self-efficacy group).
There were no differences between the two groups on self-reported anxiety or hostility.
Developing interventions directly aimed to increase self-efficacy, however, may
be challenging in itself, as self-efficacy is not always readily manipulated as intended.
Schwartz and Fish (1989), for example, attempted to demonstrate a causal relationship
between mastery experiences, self-efficacy, and depressed mood. Seventy-nine college
students categorized as “dysphoric” and “non-dysphoric” were randomly assigned to
receive false feedback regarding the difficulty of anagram tasks during a training session.
The investigators hypothesized that providing feedback that most college students failed
to solve the anagrams would increase self-efficacy, whereas providing feedback that most
college student successfully solved the anagrams would decrease self-efficacy. The
training period in addition to the feedback that the anagrams are difficult were
hypothesized to serve as mastery experiences that increase the participants’ self-efficacy.
The results surprisingly indicated that the manipulation was not successful in influencing
the participants’ self-efficacy. Instead, the actual number of anagrams successfully
solved, irrespective of feedback regarding the level of difficulty, appeared to influence
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self-efficacy (Schwartz & Fish, 1989). The results suggest that actual mastery
experiences are more powerful than providing inaccurate feedback. Among the
dysphoric participants, increases in self-efficacy following the training period were
related with improvement in depressive mood. Without successful manipulation of selfefficacy, this study was unable to demonstrate a causal relationship between self-efficacy
and depressed mood.
Some investigators have also suggested that increasing self-efficacy is a primary
mechanism in improving depression in cognitive therapy (Bandura, 1997; Kavanagh &
Wilson, 1989). In fact, Bandura (1997) suggests that lack of differential treatment effects
can be understood by conceptualizing self-efficacy as a mediating variable between the
different types of treatment and treatment outcomes, such as improvements in depressive
symptoms. Psychosocial interventions for depression often involve developing new
skills to ameliorate symptoms; the interventions provide opportunities (i.e. mastery
experiences) to strengthen self-efficacy. For example, techniques such as identifying and
modifying cognitive distortions may increase a depressed client’s self-efficacy for
managing negative affect and thinking. Indeed, there is some correlational evidence to
support this hypothesis.
In their treatment study of moderately depressed outpatient participants engaging
in group cognitive therapy, Usaf and Kavanagh (1990) (N=40) found that improvements
in depressive symptoms and self-efficacy (pre and post treatment, and pre and follow-up)
significantly correlated for the participants who engaged in group CBT, but not for the
wait-list control group participants. Although improvements in four out of five measured
self-efficacy domains (control of enjoyability, control of mood, and social competence)
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significantly correlated with improvements in depressive symptoms, improvements in
self-efficacy for controlling negative thoughts were identified as having the strongest
relationship with improvements in depression. This study is one of the few studies
examining the role of self-efficacy in the impact of CBT for depression. More
specifically, the authors attempted to examine self-efficacy as an important mechanism of
treatment effect, as suggested by social cognitive theorists. The authors appeared to have
carefully measured self-efficacy, and identified self-efficacy for controlling negative
thoughts as a key domain of self-efficacy for depressed individuals seeking treatment.
In more recent studies, other investigators have also attempted to examine selfefficacy as a mediator of treatment impact for depression. Tucker, Brust, and Richardson
(2002) found that improvements in self-efficacy for coping with depression were
significantly correlated with improvements in self-reported levels of depressive
symptoms, observer-rated psychiatric symptomatology, and observer-rated functional
status among inpatients and partially hospitalized patients receiving a variety of
structured treatments. For individuals with other conditions, other types of self-efficacy
beyond managing depressive symptoms or negative thoughts appear to play similar roles
in improving depression with treatment. Improvements in self-efficacy for managing
chronic illnesses, such as rheumatoid arthritis, for example, significantly correlated with
improvements in depressive symptoms, health status, pain, and disease activity, following
a stress management program (Smarr et al., 2002).
Limitations in the Self-Efficacy and Depression Literature
Research on self-efficacy has significantly contributed to our understanding and
treatment of depression. Limitations in the research literature, however, are evident, such
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as limited experimental studies to support the hypothesis that self-efficacy is a causal or
mediating variable in the development, maintenance, and improvement of depressive
symptoms. One area that needs further examination is the role of self-efficacy in
psychosocial interventions for depression. Interventions that focus on skill building are
examples of treatments for depression that utilize the application of self-efficacy. These
types of interventions, according to self-efficacy theory, improve depressive symptoms
by strengthening self-efficacy through assisting the clients to experience one of the four
principal sources of self-efficacy development, such as mastery experiences. Not all
clients, however, experience significant improvement in depression after completing a
skills-based intervention program. The limited number of experimental studies
attempting to manipulate self-efficacy in the context of depression, and the failure of
some of these few studies to successfully manipulate levels of self-efficacy suggest that
providing opportunities to develop strong self-efficacy (such as mastery experiences)
alone may not be sufficient to successfully increase self-efficacy for some individuals,
particularly those who are depressed. When given opportunities to develop a stronger
sense of self-efficacy (i.e. mastery experiences), what keeps some individuals from
successfully increasing their self-efficacy, and therefore, improving their depressive
symptoms? One possibility in such cases may be that the domain of self-efficacy chosen
is not important to the individual. Another possibility may be that there are other
cognitive processes that interfere with the effective development/strengthening of selfefficacy in the presence of self-efficacy enhancing sources (i.e. mastery experiences).
One cognitive process that has been found to play an important role in depression is
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rumination, or a “ruminative response style.” Rumination may be an important factor
that needs to be examined in relation with self-efficacy among depressed individuals.
Rumination and Depression
“Response Styles”
Response Styles Theory is a cognitive theory of depression that emphasizes an
individual’s reaction to depressed mood (Nolen-Hoeksema, 1991). According to
Response Styles Theory, an individual can respond to depressed mood in two primary
ways: by engaging in active affective management using a variety of means, or by
focusing passively on the thoughts, feelings, and consequences of the depressed mood.
For example, when feeling depressed or distressed, an individual can choose to problemsolve or change the situation causing the distress, engage in a pleasant activity to distract
from the distress, or obtain social support. Rumination, on the other hand, is defined as
repetitively and passively thinking about negative emotions, focusing on the symptoms of
the distress, and worrying about the meaning and consequences of the distress. Response
Styles Theory posits that the reaction to depressed mood or distress determines the
severity and duration of the depressed mood (Nolen-Hoeksema, 1991).
Although previously believed to be a state characteristic, the tendency to ruminate
in response to depressed mood appears to be a stable, individual characteristic (NolenHoeksema & Davis, 1999; Nolen-Hoeksema, Morrow, Frederickson, 1993; Treynor,
Gonzalez, & Nolen-Hoeksema, 2003). Studies of community samples assessing
ruminative response styles longitudinally, as long as eighteen months apart, found that
participants categorized as ruminators on a self-report questionnaire tended to remain
ruminators across time (Nolen-Hoeksema & Davis, 1999; Nolen-Hoeksema & Morrow,
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1991; Nolen-Hoeksema et. al, 1993; Treynor et al., 2003). Ruminative response style
remained consistent even after the occurrence of stressful life events, such as the death of
a loved one or experiencing an earthquake (Nolen-Hoeksema & Davis, 1999; Nolen
Hoeksema & Morrow, 1991). Such findings suggest that responses styles remain
relatively consistent even in the face of traumatic experiences. Those who have a
ruminative response style are more likely to engage in rumination when a distressing
event occurs, leaving them vulnerable to the consequences of rumination.
Although numerous studies have provided support for the relationship between
rumination and depression, other cognitive theories have also found evidence in support
of a relationship between depression and other cognitive factors, such as negative
automatic thoughts, “neuroticism,” and pessimism. In order to contribute further to the
understanding and research advances in depression, empirical evidence for construct
validity, including discriminate validity, is necessary to assert that rumination or
ruminative response styles is a valid cognitive theory of depression that provides a unique
contribution to our understanding of depression. The major distinction between
rumination and other cognitive factors associated with depression is that rumination
refers to the process of focusing on one’s feelings, thoughts, and consequences, whereas
other types of cognitive factors are concerned with the content of the cognitions (NolenHoeksema, in press). In other words, rumination may not always lead to depressogenic
or negative thoughts. Experimental studies that induced participants into rumination
found that among participants who were mildly or moderately depressed, or who were
induced into a depressed mood, the content of the rumination was negative,
depressogenic, or pessimistic. For participants who were neither depressed nor induced
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into a depressed mood, rumination was not associated with negative or depressogenic
content (Lyubomirsky & Nolen-Hoeksema, 1995; Lyubomirsky, Tucker, Caldwell, &
Berg, 1999). Such findings suggest that rumination itself does not necessarily lead to
depressogenic thoughts, but that ruminating when one is feeling depressed or distressed
may encourage the activation of negative thoughts.
Worrying is a similar cognitive process that is common in anxiety disorders as
well as depression (Fresco, Frankel, Mennin, Turk, & Heimberg, 2002). Conversely,
rumination has also been found to be an important cognitive process in anxiety,
particularly mixed anxiety-depression (Nolen-Hoeksema, 2000). Both rumination and
worry involve repetitively focusing on the negative. However, whereas rumination
involves repetitive focusing on depressed mood, symptoms, its meaning, and
consequences, worrying involves repetitive focusing on the possibility of future
threatening or negative life events (Nolen-Hoeksema, 1991; Roemer & Brokovec, 1993).
Examples of rumination items in a commonly used measure, the Response Styles
Questionnaire (Nolen-Hoeksema, 1991), include “I think, I won’t be able be to do my job
if I don’t snap out of this,” “I think about how hard it is to concentrate,” and “I think, why
do I react this way?”.
Role of Rumination in Depression
Response Styles Theory suggests that rumination contributes to the development,
maintenance, and severity of depressed mood as well as depressive episodes through four
main mechanisms: activation of negative thoughts and biographical memories,
interference of effective problem-solving, interference of instrumental behavior, and loss
of social support. When depressed individuals engage in rumination, they are more likely
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to recall personal memories that are more negative than non-depressed individuals; they
are also likely to report that more negative events, and less positive events, had occurred
in their lives, in comparison to non-depressed individuals (Lyubomirsky, Caldwell, &
Nolen-Hoeksema, 1998). When depressed individuals engage in rumination, they report
negative, self-critical, and depressogenic thinking (Lyubomirsky et al., 1999).
Rumination thus appears to focus the depressed individual’s attention on the negative
thoughts and memories that are activated by the depressed mood, and allows the mood to
influence the interpretation or judgments about the present and past events. In turn, the
negative interpretation of current and past events further worsen depressed mood,
resulting in a vicious cycle of negative mood, activation of negative thoughts and
memories, and rumination (Lyubomirsky & Nolen-Hoeksema, 1995).
Response Styles Theory posits that rumination interferes with effective problem
solving. In comparison to non-ruminators, ruminators have greater difficulty changing
their problem-solving strategy in response to their changing environment. Davis and
Nolen-Hoeksema (2000) (N=62) found that cognitive inflexibility and a tendency to
perseverate and commit perseverative errors occurred more frequently among ruminators
than non-ruminators on the Wisconsin Card Sorting Task. Participants who endorsed a
ruminative response style on a self-report measure were more likely to continue utilizing
a non-adaptive approach to problem solving despite receiving feedback regarding their
errors; they also had difficulty maintaining adaptive approaches. These differences in
approach to problem solving among ruminators and non-ruminators could not be
accounted for by differences in cognitive ability (IQ), depressive symptoms, working
memory, reasoning ability, or task switching ability.
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The relationship between rumination and problem solving may play a detrimental
role in interpersonal relationships. Ruminating when feeling depressed may impede
effective problem solving for social situations. College students categorized as
“dysphoric” (N=69) who were induced to ruminate generated less effective solutions to
interpersonal problems, as assessed by blind raters, than “dysphoric” students who were
instructed to engage in a distraction task. (Lyubomirsky & Nolen-Hoeksema, 1995).
“Dysphoric” students who were instructed to engage in a distraction task, however,
tended to generate solutions to problematic social situations that were considered by blind
raters as equally effective as those generated by non-depressed individuals. The authors
concluded that rumination might interfere with effective problem solving by increasing
the appearance of difficulty of a particular problem. Indeed, experimental studies found
that depressed participants induced to ruminate rated problems presented to them as more
severe and difficult to solve than those instructed to distract (Lyubomirsky et al., 1999).
Studies also suggest that depressed ruminators are attempting to engage in problem
solving while they are ruminating (Lyubomirsky et al., 1999). As ruminators report selfblame, pessimism, self-criticism, insecurity, and diminished feelings of control,
attempting to engage in problem solving while ruminating leads to poor problem solving.
Rumination appears to interfere with instrumental behavior (Ward, Lyubomirsky,
& Nolen-Hoeksema, 2003). When asked to generate a plan to solve a problem regarding
on-campus housing, college students (N=70) who had endorsed a ruminative response
style on the Response Styles Questionnaire (RSQ; Nolen-Hoeksema, 1991) tended to
report less satisfaction, confidence, and willingness to commit to a particular solution that
they generated themselves in comparison to non-ruminators. This finding was maintained
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after controlling for depressed and anxious moods. In a second study, (N=69),
ruminators (as identified by their responses on the RSQ) reported needing more time to
generate a solution to a problem, and to dwell on their solutions even after they had
committed to them in comparison to non-ruminators (Ward et al., 2003). Thus, it appears
as though rumination is associated with feelings of uncertainty regarding one’s own
solutions to problems, both during and after the generation and decision making process,
making it difficult for ruminators to commit and implement instrumental behaviors.
Rumination may also contribute to loss of social support. When ruminators
experience a traumatic or stressful life event, such as bereavement, they may be more
likely to seek social support than non-ruminators (Nolen-Hoeksema & Davis, 1999).
Among family members (N=347) who had recently experienced the death of a loved one,
ruminators reported seeking out more social support than non-ruminators, even after
controlling for level of distress (Nolen-Hoeksema & Davis, 1999). When the social
network of the ruminators was supportive, ruminators were likely to experience a
decrease in distress after some time. When the social network was unsupportive, or even
hostile and critical, ruminators had significant difficulty adjusting and recovering from
the family member’s death. In comparison, social support, whether positive or negative,
appeared to have smaller effects for non-ruminators. In addition, ruminators were more
likely to perceive the amount and quality of social support that they were receiving more
negatively in comparison to non-ruminators. Results from this study suggest that when
ruminators experience a stressful life event, they may be more vulnerable to loss of actual
or perceived social support.
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If rumination worsens and prolongs depressed mood, activates negative thoughts
and memories, interferes with effective problem solving and instrumental behavior, and
sometimes leads to the loss of actual or perceived social support, then why do some
people continue to engage in rumination? Papageorgiou and Wells (1999; 2001a; 2001b;
2003) suggest that people continue to ruminate despite being aware of some of the
negative consequences of rumination due to certain metacognitive beliefs held by
ruminators. In terms of positive beliefs, Papageorgiou & Wells (2001) and Lyubomirsky
& Nolen-Hoeksema (1993) found that some people view rumination as a coping strategy
for solving problems, identifying potential causes of their distress, preventing future
mistakes, prioritizing important tasks, and gaining insight. Indeed, depressed individuals
are more likely to believe that they have limited insight into their own behavior, thoughts,
and feelings in comparison to non-depressed individuals (Lyubomirsky & NolenHoeksema, 1993). This may simply be a function of depressed people rating themselves
more negatively than non-depressed people, or that depressed people are more likely to
be experiencing a discrepancy between their desired and current states. An appraisal of
limited insightfulness in combination with the belief that rumination can lead to gaining
insight, in turn, may encourage distressed people to ruminate with the hopes of gaining
insight into what is wrong with their current situation. Those with positive beliefs about
ruminating, therefore, may avoid engaging in any distraction task when in distress
because they may believe that it will interfere with gaining important insight that may
help them to rectify the problematic situation. Instead of assisting them to effectively
problem solve their dissatisfying situation, however, rumination worsens depressed
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mood, and decreases effective problem solving (Davis & Nolen-Hoeksema, 2000;
Lyubomirsky & Nolen-Hoeksema, 1995).
Not all researchers, however, view rumination as response that leads to negative
consequences, even when one is in distress. Martin and Tesser (1996), for example,
suggest that rumination is goal-driven and may lead to positive consequences. They
propose that people engage in rumination when there is an unattained goal, and that
rumination initiates and maintains goal-related thoughts. Rumination, therefore, may be
an adaptive step toward problem-solving when in an undesirable situation. They also
argue that distraction is not an appropriate remedy to rumination. In fact, they assert that
rumination can be stopped by attaining the desired but unattained goal. Indeed, there is
some recent evidence to suggest that some types of rumination do not always lead to
maintenance and worsening of depressive symptoms. A recent study examining the
contents of the Response Styles Questionnaire, a self-report measure of rumination,
found that the items loaded onto one of two factors they termed Reflection and Brooding
(Treynor, et al., 2003). They define the Reflection factor as “purposely turning inward to
engage in cognitive problem solving to alleviate one’s depressive symptoms” (Treynor, et
al., 2003, p. 256). Although the Reflecting factor was associated with concurrent
depressive symptoms, it was associated with fewer depressive symptoms one year later.
The Brooding factor, defined as “a passive comparison of one’s current situation with
some unachieved standard,” was associated with both concurrent and prospective
depressive symptoms (Treynor, et al., 2003, p. 256). The authors speculated that while
reflection may lead to or be associated with current depressed mood, it may eventually
lead to effective problem-solving in the long run.
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Empirical Support for the Relationship between Rumination and Depression
Several longitudinal studies of community samples have found that those with a
ruminative response style are more likely to be/become depressed, continue to be
depressed, and have more severe episodes of depression than non-ruminators. In a daily
log study over thirty consecutive days, Nolen-Hoeksema and colleagues (1993) found
that the amount of rumination in response to depressed mood on a particular day
predicted the duration of the depressed mood that day among seventy-nine college
students. Similarly, the amount a person ruminated in response to depressed mood on the
first day predicted the duration of the depressed mood for the next few days. There was
also a weak (r = .24) but statistically significant correlation between initial levels of
depressed mood and subsequent rumination. After controlling for initial levels of
depressed mood, however, there remained a significant relationship between rumination
and the length of depressed mood afterwards. The results of this naturalistic study
suggest that the relationship between rumination and depressed mood may be a two-way
street; whereas rumination may increase and prolong depressed mood, depressed mood
may also initiate the tendency to ruminate. Another possibility is that rumination, as
defined currently by Response Styles researchers, shares some overlapping features with
depressive symptoms.
Rumination not only predicts short-term maintenance of subclinical depressive
symptoms, but also predicts future onset of depressive episodes. In a large-scale
longitudinal study assessing depression and rumination one year apart, Nolen-Hoeksema
(2000) (N=1132) found that ruminative response style predicted onset of a new
depressive episode after controlling for initial symptoms of depression. Ruminative
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response style did not, however, predict chronicity of a depressive episode after
accounting for initial levels of depressive symptoms; the author cited poor effect size as a
limitation that may have accounted for this null finding. Given the large sample size
(N=1132), however, the ability of rumination to predict the length of depressive episodes
may be weaker than hypothesized by Response Styles researchers.
Response style has been found to play an important role in maintenance of
depressive symptoms among moderately to severely depressed treatment seeking
individuals. Kuehner and Weber (1999) assessed response style and depression of fifty
depressed inpatients during their inpatient stay, four weeks, and then four months after
discharge. Ruminative response style assessed during their stay predicted post-discharge
depressive symptoms after controlling for initial levels of depressive symptoms.
Similarly, rumination at one-month discharge predicted presence of depressive episode at
four-month post-discharge. Thus, it appears as though the relationship between
rumination and depression holds true not only for community samples and individuals
with subclinical levels of depression, but also for those who have moderate to severe
levels of depression, seek treatment, and are similar to the general population of
depressed clients/patients receiving mental healthcare. In addition, this study found a
relationship between rumination and chronicity of depressive episodes, which NolenHoeksema’s (2002) study did not find. Among the participants who continued to meet
diagnostic criteria for a depressive episode at discharge, those who were also high
ruminators were more likely to continue to meet criteria for a depressive episode at the
four-month follow-up. Participant characteristics between the two studies (community
dwellers vs. depressed inpatients) may be responsible for the different findings between
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these two studies. Rumination may be a stronger predictor of episode chronicity for more
severely depressed individuals.
Experimental studies inducing participants to either engage in a rumination task
or a distraction task also provide evidence in support of Response Styles Theory. One of
the first experimental studies to examine Response Styles Theory involved random
assignment of mild to moderately depressed (N=24) and non-depressed (N=24) college
students to either focus their attention on their current feelings or personal characteristics
(rumination group) or to focus on descriptions of geographic locations and objects
(distraction group) (Nolen-Hoeksema & Morrow, 1993). Depressed participants who
were instructed to ruminate reported a significant worsening of their mood. Conversely,
depressed participants who were instructed to distract reported significant relief from
negative mood; in fact, after the distraction task, their reported mood levels were similar
to non-depressed participants. Ruminating or distracting had no effect on mood states for
non-depressed participants. Such findings not only suggest that rumination tends to
worsen depressed mood among already-depressed people, but that distraction decreases
or relieves distress or depressed mood to normal levels. Thus, rumination may only be
detrimental when one is in a depressed mood, or having a depressive episode. Future
research is necessary, however, to determine whether the findings would be similar for
clinically depressed participants. In this study, students were identified as “depressed” if
they scored a seven or higher on the BDI Short Form (Beck & Beck, 1972). It is possible
that distraction would not have as great of an impact on depressed mood for clinically
and more severely depressed individuals.
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Limitations in the Rumination and Depression Literature
One of the most noticeable limitations in the research on depression and
rumination, as least as defined by Response Styles Theory (Nolen-Hoeksema, 1991), has
been that nearly all of the experimental and prospective studies have been conducted by
the original investigator of the Response Styles Theory or her colleagues in her lab.
Replication of key studies by other researchers is therefore needed to strengthen the
research on rumination and depression. By replicating and extending Lyubomirksy et
al.’s (1999 study one) study, this study aims to contribute to the rumination and
depression literature. In addition, by incorporating self-efficacy as defined by Bandura
(1997), the results of the study may make a unique contribution to the understanding of
cognitive vulnerabilities to depression in general.
Rumination, Self-Efficacy, and Depression
Self-efficacy and rumination offer compelling explanations of the role of
cognitive factors in depression. Both constructs have been applied to explain the
mechanism of treatment effects as well as suggest ways to enhance or strengthen
interventions for depression. Despite a growing body of research on Response Styles
Theory and Self-Efficacy Theory for depression, there is limited research on the
relationship between these two cognitive vulnerabilities for depression.
The Relationship between Rumination and Self-Efficacy
Although there have been several studies examining the relationship between
rumination and constructs similar to self-efficacy, such as global self-mastery, these
studies did not explicitly focus on self-efficacy, and thus, did not assess for self-efficacy
in the optimal way (Lyubomirsky & Nolen-Hoeksema, 1993; Lyubomirsky et al., 1999;
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Nolen-Hoeksema & Jackson, 2001; Nolen-Hoeksema et al., 1999; Ward et al., 2003).
Nolen-Hoeksema and colleagues (1999), for example, found that rumination and selfmastery influenced each other as well as depressive symptoms among women.
Specifically, they found that low mastery had a stronger association with depressive
symptoms among those with a ruminative response style than those who did not have a
ruminative tendency. Further, having low mastery was associated with greater tendency
to ruminate in the future, even after controlling for concurrent ruminative tendencies.
Nolen-Hoeksema and Jackson (2001) later found that self-mastery is the strongest
mediator in the gender difference between rumination and depression.
As mentioned previously, this study will replicate and extend an original study by
Lyubomirksy et al. (1999; study one). In this study, students categorized as “dysphoric”
and “non-dysphoric” (N=90) were asked to identify three current personal problems after
engaging in a rumination or distraction task. Upon identifying these problems, the
participants generated possible solutions to their problems, and were asked to rate
perceptions of their problems and solutions. There were no significant differences
between participants in their perception of the effectiveness of their solutions;
“dysphoric” participants instructed to ruminate, however, rated themselves as less likely
to actually implement their solutions in comparison to other participants (“nondysphorics,” and “dysphorics” instructed to distract). In addition, “dysphoric” ruminators
rated their problems as more severe and less likely to be solved than the other three
groups of participants. The authors interpreted this discrepancy between perception of
the effectiveness of generated solutions, and estimates of implementing the solutions
among the “dysphoric” ruminators as reflecting the distinction between outcome
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expectancy and self-efficacy. Although the results of this study are intriguing and
contribute to our understanding of the effect of rumination among depressed individuals,
a replication of this study with a careful assessment of self-efficacy would strengthen the
conclusions that rumination negatively affects self-efficacy in the presence of depressed
mood.
Other studies have provided some additional support that rumination may
negatively influence self-efficacy among depressed individuals. Two studies by
Lyubomirsky and colleagues (Lyubomirsky & Nolen-Hoeksema, 1993; Ward et al.,
2003) found similar results to those found in the Lyubomirsky et al. study (1999). For
example, depressed ruminators did not differ in their evaluation of the effectiveness of
engaging in a pleasant, distracting activity to bring enjoyment; however, they reported
being less likely to actually engage in such activities. In contrast, depressed participants
who engaged in distraction did not differ in their outcome expectancy or willingness to
engage in a pleasant activity. Willingness or likelihood to engage in an activity,
however, may differ from efficacy beliefs regarding an individual’s ability to initiate and
maintain even pleasant activities. Similar findings were found in a study requiring
participants to generate their own solutions to their current idiosyncratic problems. When
ruminators are asked to generate solutions for a complex problem, they report greater
uncertainty, less confidence, and less satisfaction with their own plans, regardless of their
mood (Ward et al., 2003). Ruminators reported needing more time to research and
generate a solution, and reported more dwelling on their plans.
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Self-efficacy for controlling rumination.
Self-efficacy can be systematized into three broad categories: self-efficacy for
solving interpersonal problems, for solving non-interpersonal problems, and for
controlling or managing negative cognitions and affect. Self-efficacy for controlling
cognitions and affect appear to have been neglected by most researchers, and is an area in
need of more careful examination, particularly in the context of depression and
rumination. Few researchers have focused on self-efficacy for managing negative or
intrusive cognitions in the context of depression. Steffen and colleagues (2002), for
example, refined and validated a scale for measuring self-efficacy of family caregivers of
dementia patients, which consisted of three domains of caregiving self-efficacy, including
one for controlling upsetting thoughts associated with caregiving. In their studies, they
found that self-efficacy for controlling upsetting thoughts related to caregiving were
associated with caregiver depression and anxiety. This concept of controlling or
managing negative, intrusive thoughts are consistent with the aim of cognitive therapy or
mindfulness therapy for depression. Researchers have now begun to focus on an
individual’s “metacognitive awareness” or “metacognitive monitoring” following
cognitive therapy for depression as an important skill to prevent relapse, rather than on
decreasing negative cognitions themselves (Teasdale et al., 2002). In other words, the
ability to recognize and detach oneself from negative automatic thoughts may be more
important to recovering from depression and remaining depression-free than the sheer
presence or frequency of negative thoughts. This notion is consistent with self-efficacy
for controlling or managing negative, intrusive thoughts. In the Revised Scale for
Caregiving Self-Efficacy, caregivers are asked to estimate their level of confidence of
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being able to control upsetting thoughts related to caregiving, and are explicitly told not
to pay attention to how often these thoughts occur (Steffen et al., 2002).
Goals of the Present Study
The aim of this study is to clarify the relationship between rumination and selfefficacy in the context of depressive symptoms. The study will be a replication and
extension of Lyubomirsky et al.’s (1999; study 1) study on rumination and perception of
the severity and solvability of idiosyncratic personal problems among individuals with
and without “dysphoria.” Similar to Lyubomirsky et al.’s (1999) study, this study asked
participants to identify their personal problems and engage in a rumination or distraction
task, to generate potential solutions to their problems, and to answer questions regarding
their problems and solutions. This study assessed the participants’ ratings of the
“Severity” of their problems (“How severe is this problem?”), the “Solvability” of their
problems (“How likely would you be able to solve or alleviate this problem?), the
Confidence in Effectiveness” of their self-generated solutions (“How confident are you
that this solution would be effective?”), and the perceived “Likelihood to implement”
their self-generated solutions (How likely do you think you would actually go ahead and
use this solution to solve this problem?”), as they were assessed in Lyubomirksy et al.’s
(1999) study. There are three major distinctions between the present study and
Lyubomirsky et al.’s (1999) study: the assessment of self-efficacy, the measurement of
depressive symptoms with the BDI-II at the time of participation in a counterbalancing
order, and the exclusion of an elaborate cover story and filler items.
In accordance with Lyubomirsky et al.’s (1999) study, this study asked
participants to identify three main dilemmas or problems they are currently facing
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(personal, social, academic, financial, or occupational). This approach of asking
participants to generate idiosyncratic personal problems, rather than providing them with
a list of problems for which to rate their self-efficacy was chosen, due to the hypothesized
relationship between depression and self-efficacy. According to Bandura (1997), the
relationship between self-efficacy and depressed mood applies only when individuals
have low self-efficacy for an important domain in their life, or for a highly desired
outcome. By asking people to identify their main problems, it is hypothesized that the
participants will select problems that are central and most important to them. Ratings of
self-efficacy for solving such problems, and for controlling upsetting thoughts related to
such problems, are more relevant than ratings of self-efficacy for problems that may not
be important or even applicable to the participants.
Some of the studies examining rumination and depression have distinguished
ruminators and non-ruminators through their reports on a self-report measure (Response
Styles Questionnaire, Nolen-Hoeksema, 1991). Ward et al. (2003), for example,
conducted a similar study as Lyubomirsky et al. (1999) by comparing “ruminators” and
“non-ruminators” on their evaluations of a solution they generated to a hypothetical
problem. The participants were categorized as “ruminator” or “non-ruminator” based on
their reports on the Response Styles Questionnaire. For the present study, use of a
rumination and distraction induction was chosen instead of identifying “ruminators” and
“non-ruminators” with the Response Styles Questionnaire (Nolen-Hoeksema, 1991) for
two main reasons. First, by using an experimental manipulation and random assignment
to the manipulation, stronger inferences can be drawn from the results than if a self-report
measure was used to examine the effects of rumination. Second, though used in several
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different studies on rumination and depression, there are some psychometric concerns
with the Response Styles Questionnaire, most notably, some overlap between rumination
items and symptoms of depression (Treynor, Gonzalez, & Nolen-Hoeksema, 2003).
Although this study is a replication of Lyubomirksy et al.’s (1999) study, there
were additional goals that required some changes to the original study. The primary
goals of this study is to examine the relationship between rumination and self-efficacy
and to compare this to the relationship between rumination and the ratings of solvability,
effectiveness, and likelihood of implementing self-identified solutions, as were assessed
in the original Lyubomirsky et al.’s (1999) study. Although the ratings of solvability,
effectiveness, and likelihood of implementing solutions used in the Lyubomirsky et al.’s
(1999) study are in some ways similar to the construct of self-efficacy, the ratings did not
directly measure the participants’ self-efficacy for solving their self-identified personal
problems or controlling upsetting thoughts related to the problems. Further, the variables
(ratings of) solvability, effectiveness, and likelihood of implementing solutions were each
assessed by one item (one question for each problem) and lacked the three dimensions of
magnitude, generality, and strength, which is necessary for the assessment of selfefficacy. Therefore, the present study included a careful assessment of problem-solving
self-efficacy and self-efficacy for controlling upsetting thoughts following Bandura’s
(1997) recommendations for measuring self-efficacy by considering the importance of
domain specificity, distinction from outcome expectancy, and intermediate level of
specificity. In addition to examining the relationship between rumination and the two
self-efficacy variables, the self-efficacy variables and the liker-type variables (ratings of
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solvability, effectiveness, and likelihood of implementing solutions) were compared in its
relation to rumination among participants with “high” and “low” depressive symptoms.
In previous studies on rumination and depression (Lyubomirsky et al., 1998;
Lyubomirsky & Nolen-Hoeksema, 1993; 1995; Nolen-Hoeksema & Morrow, 1993),
including the original study by Lyubomirsky et al. (1999), an elaborate cover story was
provided to the participants to minimize the effects of potential demand characteristics.
Participants were informed that they were participating in a series of unrelated studies
examining “imagination, dreaming, levels of consciousness, and cognition in general”
(Lyubomirsky et al., 1999, p. 1044), and were given “neutral filler items” to increase
believability in the cover story. Instead of using a measure of depression, such as the
BDI-II, Lyubomirksy et al. (1999) used Likert-type scales assessing mood states,
including sadness and depression. In order to identify students as “dysphoric” or
“nondysphoric,” Lyubomirsky and colleagues used the BDI-II scores from a screening
process that took place within one month before participation in the study. All of these
procedures were implemented to reduce the likelihood that participants would associate
mood with the purpose of the study, thus reducing the effects of potential demand
characteristics.
For this study, the use of deception and measurement of depressive symptoms
through Likert-type mood measures were excluded. Instead, the BDI-II was administered
in a counterbalancing order to examine any effects of completing the BDI-II on other
variables, as well as the potential effects of the rumination/manipulation task on BDI-II
scores. This counterbalancing procedure was chosen in order to examine the potential
effects of completing the BDI-II on the rumination/distraction task and ratings of self-
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efficacy, as well as the potential effects of the rumination/distraction task on participants’
responses to the BDI-II. For example, it is possible that completing the BDI-II would
serve as a mood induction. A previous study found that mood inductions, particularly
inducing negative mood, can enhance the effects of rumination (Morrow & NolenHoeksema, 1990). Additionally, studies have also found that engaging in a rumination or
distraction task influences participants’ responses on self-report measures of mood
(Lyubomirsky & Nolen-Hoeksema, 1993; Nolen-Hoeksema & Morrow, 1993).
Participants who completed the BDI-II at the end of the study should not be affected by
any demand characteristics associated with completing the BDI-II until after they have
completed all other study measures. For participants who completed the BDI-II at the
beginning of the study, their assessment of their own depressive symptoms should not be
affected by rumination or distraction.
The above procedure was chosen instead of utilizing the BDI-II scores from the
screening procedure due to the instability of depressive symptoms. As data collection
took place during a three-month period after students completed the prescreening BDI-II,
participants’ level of depressive symptoms may have changed significantly from the time
they completed the BDI-II during the screening process. Therefore, a re-assessment of
the BDI-II at the time of participation was warranted in order to identify and categorize
participants into the two groups (reporting or not reporting elevated depressive
symptoms). Although the majority of experimental studies inducing
rumination/distraction used a cover story and covertly assessed for depressive symptoms
due to concerns of demand characteristics, the issue of whether participants’ awareness of
the measurement of mood or depression significantly influences the
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rumination/distraction effects does not appear to have been directly answered. By
assessing for depressive symptoms in a counterbalancing order, this study may be able to
shed some light on this issue. Participants were also asked on a debriefing questionnaire
what they believed was the true intent of the study.
Another minor deviation was the ordering of the problem identification task. In
Lyubomirsky et al’s (1999) study, participants were asked to identify problems
immediately following the rumination/distraction task. In this study, participants were
asked to identify problems prior to the rumination/induction task. This method was
selected because of the goal of the study to examine how rumination affects self-efficacy;
having participants engage in the rumination/distraction task prior to identifying
problems may influence the quality and perceived severity of problems selected, which is
not of interest in the current study.
Hypotheses
1. It is hypothesized that participants with depressive symptoms who are instructed
to ruminate (High BDI participants instructed to rumination) will have lower
levels of self-efficacy for solving self-identified personal problems and for
controlling upsetting thoughts in comparison to other participants (High BDI
participants instructed to distract, and Low BDI participants).
2. It is hypothesized that, among participants with depressive symptoms (High BDI
participants), there will be a stronger, negative relationship between rumination
and self-efficacy (both problem-solving self-efficacy and self-efficacy for
controlling upsetting thoughts) in comparison to the relationship between
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rumination and the ratings of Solvability, Confidence in Effectiveness of
Solutions, and Likelihood of implementing solutions.
3. It is hypothesized that, among participants with depressive symptoms (High BDI
participants), there will be a stronger, negative relationship between rumination
and self-efficacy for controlling upsetting thoughts in comparison to the
relationship between rumination and problem-solving self-efficacy.
Methods
Participants
Male and female adults (age 18 and above) were recruited from the University of
Missouri – St. Louis Psychology Department subject pool. Undergraduate students
enrolled in introductory and advanced undergraduate psychology courses in the Spring
2005 semester were offered an opportunity to participate in various studies for extra
credit. Students who were interested in participating in this study signed up for a specific
time to participate in the study. They were given the option of receiving extra credit
towards their psychology course, or entering to win a gift certificate of $50 to a local
retail store.
Although all individuals who indicated interest in participating in the study were
welcomed to participate, the principal investigator also contacted prospective participants
from the introductory psychology course based on their BDI-II scores from the voluntary
pre-screen at the beginning of the semester. The BDI-II was administered to students in
the General Psychology course at the beginning of the semester, along with other
screening measures for other studies in the department. An attempt was made to contact
via electronic mail, followed by telephone calls, to recruit students who scored a ten or
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above on the BDI-II during the pre-screening session. Fourteen participants were
recruited thru prior telephone call or email.
The participants’ (N = 78) age ranged from eighteen to fifty-four, with an average
age of twenty-three and a standard deviation of 6.44. As shown in Table 1,
approximately 30% of the participants identified themselves as American Indian, Asian
American, African American, Latino/a, “other.”
Measures
Beck Depression Inventory – Second Edition.
Depressive symptoms were measured by the Beck Depression Inventory-Second
Edition (BDI-II; Beck, Steer, & Brown, 1996). The BDI-II consists of 21 items designed
to measure the degree of depressive symptoms in adults and adolescents age 13 and
older. The 21 items measure different symptoms of depression. For each item, the
participant was asked to choose one of four statements, with the statement associated
with 0 indicating no symptoms, and the statement associated with 3 indicating severe
symptoms. Participants were asked to pick the statement that best described the way that
they had been feeling in the last two weeks, including the day of the study (Beck, Steer,
& Brown, 1996). The BDI-II has good reliability and validity. It has strong internal
consistency, with a coefficient alpha of .92, and good one week test-retest reliability (r =
.93, p < .001).
In the present study, the items demonstrated adequate internal consistency
(Cronbach’s alpha = .86). The distribution was positively skewed (skew/ SE of skew =
4.89) with a mean score of 10.06, and a median score of 9.00. Participants’ responses on
the BDI-II were used to group them into separate groups of participants reporting
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elevated depressive symptoms, or those not reporting elevated depressive symptoms.
Participants who scored at or below the median score of 9.00 were categorized as not
reporting elevated depressive symptoms. Those who scored ten or higher were
categorized as reporting elevated depressive symptoms.
Rumination/distraction tasks.
The rumination and distraction task each consists of 45 statements intended to
either encourage rumination or distraction. The 45 statements for both tasks are identical
to the ones used in Lyubomirsky et al.’s (1999) study. These statements have been used
as a rumination/distraction manipulation in at least five different experimental studies
(Lyubomirsky & Nolen-Hoeksema, 1993; Lyubomirsky & Nolen-Hoeksema, 1995;
Lyubomrisky et al., 1998; Lyubomirsky et al., 1999; Nolen-Hoeksema & Morrow, 1991).
These statements were adapted from one of the very first studies that attempted to
“induce” rumination (Morrow & Nolen-Hoeksema, 1990). The 45 statements for both
the rumination and distraction tasks have been rated as being equally “neutral” by
“nondysphoric judges” (Lyubomirsky et al., 1999). Despite it’s neutral content, however,
engaging in the rumination task resulted in increased negative mood (sadness, depressed
mood) in comparison to those who engaged in the distraction task among participants
who were categorized as “dysphoric” based on their scores on the BDI-II (Lyubomirsky
& Nolen-Hoeksema, 1993; Nolen-Hoeksema & Morrow, 1993).
Likert-type ratings.
The likert-type variables used in Lyubomirsky et al.’s (1999) study were also used
in the present study. For each variable, the participants were asked to rate, on a seven
point Likert type scale (1 = not at all; 4 = somewhat; 7 = extremely), their perception of
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the “Severity” of the problem (“How severe is this problem?”), the “Solvability” of the
problem (“How likely would you be able to solve or alleviate this problem?), the
“Confidence in Effectiveness of Solutions” (“How confident are you that this solution
would be effective?”), and the “Likelihood to implement” their self-generated solution
(How likely do you think you would actually go ahead and use this solution to solve this
problem?”). The wording of these questions and method of rating the participants’
response were identical to those of Lyubomirsky et al.’s (1999) study.
Self-efficacy questions.
The self-efficacy questions consist of nine items assessing the participants’ selfefficacy for solving their self-identified problems and controlling negative thoughts
related to the problems. Four of the items measuring problem-solving self-efficacy were
adapted from Zeiss et al.’s (1999) scale for measuring caregiving self-efficacy. The
items were re-worded to be applicable to non-caregivers. In a study to develop and test
psychometric properties of caregiving self-efficacy, Zeiss et al. (1999) found adequate
psychometric properties for the four-items measuring problem-solving self-efficacy. It
demonstrated adequate internal consistency (Cronbach’s alpha of .83), and eleven week
test-retest reliability (r = .68; p < .001). In addition, an item to measure the participants’
self-efficacy for carrying out the steps to implement their self-identified solutions to
problems was included as part of problem-solving self-efficacy. Problem-Solving SelfEfficacy, as measured by the five items, demonstrated adequate internal consistency
(Cronbach’s alpha = .81) for this study.
The four items intended to measure self-efficacy for controlling upsetting
thoughts related to the participant’s self-identified problem were adapted from the Scale
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for Caregiving Self-Efficacy (Steffen et al., 2002), and a self-efficacy item related to
benefiting from a cognitive-behavioral treatment program for depression (Usaf &
Kavanagh, 1990). Three of the four items were taken from a subscale aimed to assess a
caregiver’s ability to control upsetting thoughts activated by caregiving activities; one
item from this subscale was not included in this study, as it did not seem to apply to noncaregivers (Steffen et al., 2002). The other three items from this subscale were reworded
to be applicable to non-caregivers. In a study to examine the reliability and validity of
the Revised Scale for Caregiving Self-Efficacy, the subscale measuring self-efficacy for
controlling upsetting thoughts demonstrated good reliability and internal consistency
(Cronbach’s alpha = .86). Two-week test retest reliability was moderate and in the
acceptable range (r = .76). The scale correlated significantly with depression, as
measured by the Beck Depression Inventory (r = -.44, p < .01) (Steffen et al., 2002).
The one item aimed to measure self-efficacy regarding control of negative
thoughts from Usaf and Kavanagh’s (1990) study was also included. This item was used
to predict treatment response to a group cognitive behavioral intervention for depression
(Usaf & Kavanagh; 1990). In this study, scores on this self-efficacy for controlling
negative thoughts item significantly correlated with improvements in depressive
symptoms in the treatment group at follow-up (r = -.55; p < .05). There was also a
significant correlation between changes in self-efficacy scores and depression scores
from pre to post treatment (r = .55; p < .05). The four items measuring Self-Efficacy for
Controlling Upsetting Thoughts demonstrated good internal consistency (Cronbach’s
alpha = .87).
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Demographic and Debriefing questionnaire.
Participants were asked to complete a brief demographic questionnaire to provide
descriptive information, such as age, ethnicity, and level of education. Participants also
completed a debriefing questionnaire in order to assess each participants’ understanding
and compliance with various study directions, as well as their opinions about the purpose
and intent of the study.
Procedures
Students from several undergraduate psychology courses were given the option of
participating in studies in the Psychology Department for extra credit. As part of a larger
screening process for various studies in the Psychology Department, students enrolled in
an introductory psychology course were asked to complete the Beck Depression
Inventory - Second Edition (BDI-II; Beck, Steer, & Brown, 1996). Approximately a
month into data collection and after the initial pre-screening, an effort was made to
selectively recruit participants with higher BDI-II scores based on their pre-screening
BDI-II scores. A total of fourteen participants were recruited in this manner; these
participants took part in the study approximately four to eleven weeks after completing
the pre-screening BDI-II. The remaining participants signed up to participate in this
study without any contact from the principal investigator.
Each participant completed the study individually. During the verbal and written
review of the consent form, participants were informed that they were being asked to
participate in a study on typical problems faced by undergraduate students, and how
people coped with problems.
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For each section of the study (e.g., problem identification,
rumination/manipulation task, ratings of self-efficacy, etc), the experimenter left the
room after providing instructions and ensuring comprehension of directions. For all
measures and the manipulation, all instructions were provided both orally and in writing.
Prior to beginning the study and entering their individual room, participants were asked
to leave all belongings outside, including cellular telephones. These procedures were
intended to minimize distractions, increase sense of privacy, and reduce the risk of a
socially desirable response style. The participants were instructed to open the door when
they completed a section in order to notify the experimenter that they were ready for the
next section.
Participants were also randomly assigned to complete the BDI-II either at the
beginning of the study, or at the end of the study. After completing the BDI-II or
reviewing the consent procedures (depending on their randomized BDI-II status), the
participants were instructed to identify three main dilemmas or problems they were
facing in their life (personal, social, academic, or financial), and to rate the severity of the
problems on a Likert type scale (1 = not at all; 4 = somewhat; 7 = extremely).
Upon identification of three problems and ratings of severity, the participants
were then asked to read and focus their attention to a series (45 items) of statements.
Half of the participants were asked to read statements intended to distract them, while the
other half read statements intended to induce rumination. The rumination/distraction
instructions were identical to that used in the Lyubomirsky et al. (1999) study.
Rumination instructions asked participants to focus on self-focused thoughts, such as
emotion or symptom-focused thoughts. The rumination instructions were worded

Gilliam, Christina, 2005, UMSL, p.45
neutrally, so that they do not imply negative or depressogenic thoughts. For example,
rumination instructions asked participants to think about “you current level of energy,”
“what your feelings might mean,” and “the character you strive to be.” The distraction
instructions asked participants to focus on thoughts unrelated to the self, emotions, or
symptoms. Examples of distraction instructions are to think about: “a boat slowly
crossing the Atlantic,” “the expression on the face of a Mona Lisa,” and “a truckload of
watermelons.” (Nolen-Hoeksema & Morrow, 1993). In previous studies, both
rumination and distraction instruction items were rated as equally neutral by “nondysphoric” judges (Nolen-Hoeksema & Morrow, 1993).
The participant was left alone in the room for eight minutes to engage in either the
distraction or rumination task. After the eight-minute timeframe, the experimenter
returned to the room and removed the packet of task instruction and statements. A
generic practice item to ensure comprehension of completing the self-efficacy items was
provided and reviewed with the experimenter. Three copies of the self-efficacy items and
items measuring ratings of solvability and perception of severity was provided to be
completed for each of the three problems identified. Finally, the participants were asked
to generate solutions to the problems, and rate their level of self-efficacy for being able to
carry out this solution, their perception of the problems’ solvability, and likelihood of
carrying out the solution for each problem. Participation in the study concluded with a
debriefing questionnaire, and a thorough debriefing. Participants were asked to place the
debriefing questionnaire in a sealed enveloped upon completion with the hope that such
anonymous responding would encourage reports of any deviations from the provided
instructions. A separate debriefing statement was provided to participants reporting and
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not reporting elevated depressive symptoms, with referrals to the student counseling
center made when appropriate or requested.
Results
Manipulation Check and Data Screening
Of the eighty-one participants who had completed the study, three participants
were excluded from the analyses. Data from one participant were excluded, as the
participant had participated in a similar study using rumination and distraction tasks
within a month prior to participation in this study. Data from two participants were
excluded, as they reported not engaging in the manipulation task (rumination or
distraction) as instructed. On the debriefing questionnaire, 91% of the participants
reported that all of the instructions for the study were clear and easy to follow; the
remaining 9% reported that most of the instructions were clear and easy to follow. Thus,
all participants whose data remained in the analyses appear to have understood and
followed the directions for the study adequately.
In terms of participants’ perception of the true intent of the study upon completion
of the experiment, the majority of the participants continued to believe that the study was
similar or identical to the purpose explained to them at the beginning of the study. Fortyseven (60%) participants identified coping with problems, identifying problems or
identifying solutions as the purpose of the study on the debriefing questionnaire. Other
common responses included self-esteem or confidence, and self-awareness or perception.
Four (5%) of the participants believed that study was about depression, and three (4%)
participants responded in a manner that suggested they had guessed part of the intent of
the study (e.g. manipulation task intending to influence their responses).
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Descriptive Information
Four groups of participants were created based on a combination of their BDI
scores and their assigned manipulation task (High BDI/Rumination, High
BDI/Distraction, Low BDI/Rumination, Low BDI/Distraction). Table 4 illustrates the
cell size of each of the four groups and corresponding descriptive information of BDI-II
scores for the four groups. Participants who were categorized as reporting higher
depressive symptoms had a mean score of 15.3, which corresponds to mild depressive
symptoms. Participants who were categorized as not reporting depressive symptoms had
a mean score of 5.05, which corresponds to minimal to no depressive symptoms.
Each participant’s self-identified personal problems were coded into one of eleven
categories by two raters. Discrepancies between the raters were discussed and negotiated
by the raters and the principal investigator. It is estimated that the discrepancy rate
between the two raters was less than 5%. Among the first self-identified problems,
approximately 26% of the participants reported financial difficulties, followed by
academic difficulties (15%), and difficulties with romantic or platonic relationships
(14%). Table 2 shows the types of problems reported for the first problem identified by
participants.
In addition to averaging the participants’ Problem-Solving Self-Efficacy and SelfEfficacy for Controlling Upsetting Thoughts for all three self-identified problems, selfefficacies for the problem rated as being most “severe” by the participant were also
selected to be included in the analyses. This created four self-efficacy variables:
Problem-Solving Self-Efficacy (mean), Problem-Solving Self-Efficacy for highest
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severity problem, Self-efficacy for Controlling Upsetting Thoughts (mean), and SelfEfficacy for Controlling Upsetting Thoughts for highest severity problem.
As can be seen in Table 5, all dependent variables were negatively skewed,
indicating that participants tended to feel relatively confident about their ability to
problem-solve and control upsetting thoughts related to their problems. Five of the
dependent variables whose ratio of skew over the standard error of skew was greater than
two (Problem-Solving Self-Efficacy mean of three problems, Problem-Solving SelfEfficacy for highest severity problem, Confidence in Effectiveness of Solutions,
Likelihood that Solutions would work, and Likelihood of Implementing Solutions) were
transformed to minimize negative skew in order to satisfy the assumptions of normality
necessary for the statistical analyses. Table 6 demonstrates intercorrelations among the
study variables.
Randomization Check
Participants’ ratings of perceived severity of their problems were compared to
verify that there were no significant differences between those assigned to ruminate or
distract prior to the manipulation. A one-way analysis of variance was conducted with
the participants’ perceived severity ratings of their problems prior to the manipulation
task (rumination or distraction). There were no significant differences between the two
groups in the severity ratings, F (1, 76) = .88, p = .35.
First/Last BDI Comparison
To examine any potential impacts of completing the BDI-II on participants’
responses to subsequent measures, mean scores of all dependent variables were compared
between participants who completed the BDI-II at the beginning of the study, and those

Gilliam, Christina, 2005, UMSL, p.49
who completed the BDI-II at the end of the study. Table 7 demonstrates no mean
differences greater than .5 standard deviations between the two groups among any of the
dependent variables. Similarly, the difference in BDI-II scores between the two groups
was also minimal (.29 SD), suggesting that the order in which the participants had
completed the BDI-II had little to no impact upon their responses to the study measures,
including the BDI-II itself.
Recruited/Non-Recruited Participants
Fourteen of the participants were selectively recruited via email or telephone
contact by the principal investigator. Table 8 shows the mean scores of the dependent
variables for participants who were selectively recruited (N = 14), and those who signed
up to participate in the study without contact from the principal investigator (N = 64). A
multivariate analysis of variance found no significant differences between those who
were recruited and non-recruited among the dependent variables, F (8, 69) = 1.48, p =
.18, eta2 = .15. However, when mean differences of the primary variables between the
two groups (recruited vs. non-recruited) were compared, there was a difference of greater
than 0.5 standard deviations for total BDI-II score (difference of .60 standard deviation)
and the variable Likelihood to Implement Solutions (difference of .63 standard
deviation). Participants who were selectively recruited scored higher on the BDI-II and
lower on the variable Likelihood to Implement Solutions in comparison to those who
were not selectively recruited.
Replication of Analyses From Lyubomirsky et al. (1999)
A multivariate analysis of variance with the dependent variables Solvability
(“How likely would you be able to solve or alleviate this problem?”), Severity (“How
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severe is this problem?”), “Confidence in Effectiveness of Solutions” (“How confident
are you that this solution would be effective?”), Likelihood that Solution would work
(“How likely do you think this solution would work if carried out?”), and Likelihood of
Implementing Solutions (“How likely do you think you would actually go ahead and use
this solution to solve this problem?”) was conducted to replicate the analysis from
Lyubomirsky et al.’s (1999) study. Significant differences were found among the four
groups (High BDI/Rumination, High BDI/Distraction, Low BDI/Rumination, Low
BDI/Distraction), Pillai’s Trace = .42, F (3, 216) = 2.35, p = .004, eta2 = .14.
Consistent with the findings from Lyubomirsky et al.’s (1999) study, planned
contrasts on each of the dependent variables found significant differences between the
four groups for Likelihood of Implementing Solutions, F (3, 74) = 3.52, p = .02, eta2 =
.13, and Severity of Problems, F (3, 74) = 3.53, p = .02, eta2 = .13. Unlike the original
Lyubomirsky et al. (1999) study, however, significant differences between the groups
were also found for Confidence in Effectiveness of Solutions, F (3,74) = 2.80, p < .05,
eta2 = .10. Perceived Solvability of Problems, which was found to be significantly
different among the four groups in the Lyubomirsky et al. (1999) study, did not differ
significantly among the groups in this study, F (3, 74) = 2.01, p = .12, eta2 = .08. No
significant differences were found among the groups for Likelihood that solution would
work, (3, 74) = 1.76, p = .16, eta2 = .07
Scheffé analyses revealed that significant differences in Likelihood of
Implementing Solutions occurred between the Low BDI/Distraction (M = 5.77) and High
BDI/Distraction (M = 4.60) groups and between the Low BDI/Rumination (M = 4.03)
and High BDI/Rumination (M = 5.22) groups. These results are slightly different than
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those from the Lyubomirksy et al.’s (1999) study, in which significant differences were
found between the High BDI/Rumination group and all other groups for Likelihood of
Implementing Solutions. For perceived severity of problems, significant differences were
found between the Low BDI/Distraction group (M = 4.59) and High BDI/Rumination (M
= 5.22) group. No significant differences were found between any of the four groups for
the other variables, Solvability, Confidence in Effectiveness of Solutions, or Likelihood
that Solutions would work. In the Lyubomirsky et al. (1999) study, significant
differences were found not only between the High BDI/Rumination group and the Low
BDI/Distraction group for perceived severity, but between High BDI/Rumination and all
other groups for both perceived severity and solvability.
Hypothesis One
A multivariate analysis of variance was conducted to examine the effects of
rumination and distraction on Problem-Solving Self-Efficacy and Self-Efficacy for
Controlling Upsetting Thoughts. Problem-Solving Self-Efficacy (mean), ProblemSolving Self-Efficacy for highest severity problem, Self-efficacy for Controlling
Upsetting Thoughts (mean), and Self-Efficacy for Controlling Upsetting Thoughts for
highest severity problem were compared between the target group (High
BDI/Rumination) and the other three groups (High BDI/Distraction, Low
BDI/Rumination, and Low BDI/Distraction). There were significant differences between
the target group and the other three groups among the four self-efficacy variables, Pillai’s
Trace = .18, F (1, 73) = 4.09, p = .005, eta2 = .18. Specifically, the significant differences
were found for Problem-Solving Self-Efficacy (mean), F (1, 76) = 5.10, p = .03, eta2 =
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.06, and for Self-Efficacy for Controlling Upsetting Thoughts for highest severity
problem, F (1, 76) = 7.63, p = .01, eta2 = .10.
The High BDI/Rumination group reported lower scores for both variables than the
other three groups, with the High BDI/Rumination group reporting a mean of 48.26% for
Self-Efficacy for Controlling Upsetting Thoughts for highest severity problem in
comparison to a mean of 63.86% among the other groups. For Problem-Solving SelfEfficacy (mean), the High BDI/Rumination group reported a mean of 71%, in
comparison to 76.50% among the other three groups. Interestingly, no significant
differences were found between the High BDI/Rumination and the other three groups for
Self-Efficacy for Controlling Upsetting Thoughts (mean), F (1,76) = 1.87, p= .18, eta2 =
.02, and for Problem-Solving Self-Efficacy for highest severity problem, F (1,76) = 1.62,
p = .21, eta2 = .02.
Hypothesis One – Selected Participants
The analysis to test Hypothesis One was replicated with participants scoring
between seven and twelve on the BDI-II being excluded. This left a total of forty-two
participants who scored in the lower (N = 23) and upper extremes (N = 19) on the BDI-II
within the study’s sample. Similar results were found in the new analysis to the original
analysis with all participants; significant differences were found between the target group
(High BDI/Rumination) and the other three groups among the four self-efficacy
variables, F (4, 37) = 3.80, p = .01, eta2 = .29, with the significant differences occurring
for Problem-Solving Self-Efficacy (mean), F (1, 40) = 5.29, p = .03, eta2 = .12, and for
Self-Efficacy for Controlling Upsetting Thoughts for highest severity problem, F (1, 40)
= 10.07, p = .01, eta2 = .29, but not for Problem-Solving Self-Efficacy for highest
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severity problem, F (1, 40) = 2.70, p = .11, eta2 = .06. Unlike the analysis with all
participants included, however, significant differences were also found for Self-Efficacy
for Controlling Upsetting Thoughts (mean) F (1, 40) = 5.64, p = .02, eta2 = .12.
Hypotheses Two and Three
To test hypotheses two and three, a multivariate analysis of variance with the four
self-efficacy variables (Problem-Solving – mean and highest severity problem,
Controlling Thoughts – mean and highest severity problem), as well as the three Likerttype variables from the Lyubomirsky et al. (1999) study (Solvability, Confidence in
Effectiveness of Solutions, and Likelihood of Implementing Solutions) as the dependent
variables was performed. According to Pillai’s criterion, significant differences were
found between the High BDI/Rumination groups and the other three groups among the
variables, F (1, 70) = 2.77, p = .01, eta2 = .22. Further, planned contrasts found
significant differences between the High BDI/Rumination group and the other three
groups for Self-Efficacy for Controlling Upsetting Thoughts for highest severity problem,
F (1, 76) = 7.63, p < .01, eta2 = .09, and Problem Solving Self- Efficacy (mean), F (1, 76)
= 5.10, p = .03, eta2 = .06. No significant differences between the High BDI/Rumination
and the other three groups were found for Problem-Solving Self-Efficacy for highest
severity problem), F (1,76) = 1.62, p = .21, eta2 = .02, and Self-Efficacy for Controlling
Upsetting Thoughts (mean), F (1,76) = 1.87, p = .18, eta2 = .02, as well as the Likert-type
variables Solvability, F (1,76) = .81, p = .37, eta2 = .01, Confidence in Effectiveness of
Solutions, F (1,76) = 1.09, p = .30, eta2 = .01, and Likelihood of Implementing Solutions,
F (1,76) = 1.18, p = .28, eta2 = .02.
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Hypothesis Two and Three – Selected Participants
As with Hypothesis One, the analysis to test Hypothesis Two and Three were
replicated with only participants scoring in the upper and lower extremes on the BDI-II
within the sample (BDI less than 7 or greater than 12). As expected, significant
differences were found between the High BDI/Rumination groups and the other three
groups among the variables, F (7, 34) = 2.67, p = .03, eta2 = .36. As was found in the
original analysis for Hypotheses One and Two, the significant differences were found
between the groups for Self-Efficacy for Controlling Upsetting Thoughts for highest
severity problem, F (1, 40) = 10.1, p < .01, eta2 = .20, and Problem Solving Self- Efficacy
(mean), F (1, 40) = 5.29, p = .03, eta2 = .06. In addition, significant differences were also
found for Self-Efficacy for Controlling Upsetting Thoughts (mean), which was not found
in the original analysis, F (1,40) = 5.64, p = .02, eta2 = .12. Similar to the original
analysis for Hypotheses Two and Three, no significant differences were found between
the groups for Problem Solving Self-Efficacy for highest severity problem, or the three
likert-type variables, Solvability, Confidence in Effectiveness of Solutions, and
Likelihood to Implement Solutions.
Secondary Analyses
To more closely examine any differential impact of the manipulation task
(rumination/distraction) on the self-efficacy variables, a multivariate analysis of variance
was performed on the four self-efficacy variables. Significant differences were found
between the groups (High BDI/Rumination, Low BDI/Rumination, High
BDI/Distraction, and Low BDI/Distraction) among the dependent variables, Pillai’s
Trace = .41, F (3, 219) = 2.91, p < .01, eta2 = .14. The differences between the groups
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occurred among all four self-efficacy variables, Problem-Solving Self-Efficacy for
highest severity problem, F (3, 74) = 4.12, p < .01, eta2 = .14, Problem-Solving SelfEfficacy (mean), F (3, 74) = 5.34, p < .01, eta2= .18, Self-Efficacy for Controlling
Upsetting Thoughts (mean), F (3, 74) = 3.43, p = .02, eta2= .12, and Self-Efficacy for
Controlling Upsetting Thoughts for highest severity problem, F (3, 74) = 4.24, p < .01,
eta2= .15.
Post-hoc Scheffé contrasts found significant differences between the High
BDI/Distraction group (M = 61.20) and the Low BDI/Distraction group (M = 78.23; SD
= 19.42) for Problem-Solving Self-Efficacy (for most severe problem) and between Low
BDI/Distraction (M = 80.87) and High BDI/Rumination (M = 71.00) and High
BDI/Distraction (M = 68.28; SD = 13.61) for Problem-Solving Self-Efficacy (mean). For
Self-Efficacy for Controlling Upsetting Thoughts (for highest severity problem),
significant differences occurred between the High BDI/Rumination (M = 48.26) and the
Low BDI/Distraction groups (M = 71.25; SD = 23.71). Table 9 displays means and
standard deviations of all dependent variables of the four groups.
In order to distinguish the effects of the level of depressive symptoms, the
manipulation task, and the interaction of the two on the self-efficacy variables, a two-way
multivariate analysis of variance was conducted. There were significant main effects for
BDI (Low or Hi) among the four groups, F (4, 71) = 4.05, p < .01, partial eta2 = .19, as
well as significant main effects for the manipulation task (Rumination or Distraction)
among the groups, F (4, 71) = 2.68, p = .04, partial eta2 = .13. There was, however, no
significant interaction effect (BDI x Manipulation task) on the self-efficacy variables, F
(4, 71) = 1.86, p = .13, partial eta2 = .10. Significant main effects for BDI (Low/High
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BDI group) were found among the groups for all four self-efficacy variables, SelfEfficacy for Controlling Upsetting Thoughts for highest severity problem, F (1, 74) =
6.41, p = .01, eta2 = .08, Self-Efficacy for Controlling Upsetting Thoughts (mean), F (1,
74) = 5.17, p = .026, eta2 = .07, Problem-Solving Self-Efficacy (mean), F (1, 74) =
15.59, p < .01, eta2 = .17, and Problem-Solving Self-Efficacy for highest severity
problem, F (1, 74) = 11.87, p < .01, eta2 = .14.
Discussion
Consistent with the results from Lyubomirsky et al.’s (1999) study, participants
who had higher depressive symptoms and ruminated reported perceiving their problems
as more severe and believing that they were less likely to use self-generated solutions to
solve their problems. In this study, the high BDI/Rumination participants also reported
feeling less confident about the effectiveness of their self-generated solutions, which was
not found in the original study. Sample characteristics as well as some differences in the
study procedures may account for the different findings.
Main Hypotheses
As hypothesized, high BDI/Rumination participants reported lower levels of selfefficacy for solving their problems as well as for controlling upsetting thoughts related to
their problems in comparison to other participants. These differences, however, were
found only among the mean Problem-Solving Self-Efficacy score across the three
different problems, and for Self-Efficacy for Controlling Upsetting Thoughts pertaining
to the problem rated as being most severe by the participants. In other words, no
significant differences were found between high depressive symptom ruminators and
other participants for Problem-Solving Self-Efficacy for solving the most severe problem,
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and for Self-Efficacy for Controlling Upsetting Thoughts when averaged across the three
problems.
Self-Efficacy for Controlling Upsetting Thoughts related to the most severe
problem accounted for slightly more variance (10%) between the high BDI/Rumination
participants and the other participants than the average of Problem-Solving Self-Efficacy
across the three problems (6% of variance). Such findings suggest that, among those who
are experiencing at least mild depressive symptoms, ruminating may negatively impact
the perception of their ability to solve, manage and control upsetting thoughts. The
relationship between rumination and self-efficacy for controlling upsetting thoughts,
however, may be significant only for problems that are highly salient to the individual.
The effects of rumination on self-efficacy for controlling upsetting thoughts within the
context of depressive symptoms appears to be consistent with Social Cognitive Theory
(Bandura, 1977) in that self-efficacy plays a critical role in depressive symptoms when it
relates to a highly desired behavior (in this case, controlling/managing thoughts).
When the self-efficacy variables were compared with the Likert-type variables
from the Lyubomirksy et al. (1999) study, significant differences between the high
BDI/Rumination group and the rest of the participants were found only for ProblemSolving Self-Efficacy (average across three problems) and for Self-Efficacy for
Controlling Upsetting Thoughts pertaining to the highest severity problem. This supports
Hypothesis Two that the relationship between rumination and self-efficacy is stronger
than that of the perception of solvability and the likelihood of implementing solutions.
The variable “Confidence in Effectiveness of Solutions” appears to be similar to the
construct of Problem-Solving Self-Efficacy; however, the one item variable did not
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assess participants’ perceived efficacy at solving their problems as carefully as ProblemSolving Self-Efficacy, which may explain the differential results. Further, when
Problem-Solving Self-Efficacy (average across three problems), and Self-Efficacy for
Controlling Upsetting Thoughts for the highest severity problem were examined, SelfEfficacy for Controlling Upsetting Thoughts accounted for slightly more of the variance
(10% versus 7%) than Problem-Solving Self-Efficacy, supporting Hypothesis Three that
there is a stronger relationship between rumination self-efficacy regarding management
of upsetting thoughts related to problems than problem-solving self-efficacy among
individuals with depressive symptoms.
It is unclear as to why significant differences for Problem Solving Self-Efficacy
were found for the mean score across the three problems, rather than among the highest
severity problem, as was found for Self-Efficacy for Controlling Upsetting Thoughts.
One interpretation is that these differences further support the distinction between selfefficacy for controlling or managing upsetting thoughts and self-efficacy for solving
problems. Psychometric properties of these two variables for this study, however, may
also be responsible for these differences. Prior to analyzing the data, the two ProblemSolving Self-Efficacy variables were transformed to satisfy assumptions of normality,
whereas the two variables for Self-Efficacy for Controlling Upsetting Thoughts were not
transformed for the analyses. Transformation of some of the variables may have affected
the results.
Re-Examination of Main Hypotheses with Selected Participants
When only participants who scored in the upper and lower extreme on the BDI-II
were included in the analyses (N = 42), however, significant differences also emerged for
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Self-Efficacy for Controlling Upsetting Thoughts (mean) between the High
BDI/Rumination group and the other three groups. The likert-type variables, Solvability,
Confidence in Effectiveness of Solutions, and Likelihood to Implement Solutions,
however, did not differ between the two groups among these selected participants.
Further, the self-efficacy variables accounted for greater variance between the groups
(High BDI/Rumination and the other three groups) when only participants with extreme
scores were included in the analyses. Self-Efficacy for Controlling Upsetting Thoughts
related to the most severe problem accounted for twenty percent rather than ten percent
(original analysis with all participants) and Problem-Solving Self-Efficacy (mean)
accounted for eighteen percent rather than six percent. Thus, it appears as though
creating a greater discrepancy between those reporting and not reporting depressive
symptoms strengthened the relationship between rumination and self-efficacy while it
made no impact on the relationship between rumination and the likert-type variables
(Solvability, Confidence in Effectiveness of Solutions, and Likelihood to Implement
Solutions). With this selected sample, both the Self-Efficacy for Controlling Upsetting
Thoughts variables (mean and for highest severity problem) were significantly different
across the two groups, whereas only Problem Solving Self-Efficacy (mean) was
significantly different across the two groups. This further supports Hypothesis Three that
there is a stronger relationship between rumination self-efficacy regarding management
of upsetting thoughts related to problems than problem-solving self-efficacy among
individuals with depressive symptoms.
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Secondary Analyses
Surprisingly, when post-hoc analyses were used to pinpoint the presence of
significant differences between the four groups among the self-efficacy variables, the
differences were not always between the high BDI/Rumination group and one of the
other four groups as expected. For Self-Efficacy for Controlling Upsetting Thoughts for
the highest severity problem, there were no statistically significant differences between
any of the different groups. The Self-Efficacy scores, however, were lowest among the
high BDI/Rumination group, and highest among the low BDI/Distraction group, as would
be expected, with the high BDI/Distraction and low BDI/Rumination group falling in
between. For Problem-Solving Self-Efficacy for the highest severity problem, the
significant difference occurred between the high BDI/Distraction group and the low BDI
Distraction group. In fact, the high BDI/Rumination group had a higher self-efficacy
score than the high BDI/Distraction group. This finding appears to contradict the
hypothesis that engaging in a distraction task minimizes the detrimental effects of
rumination (Nolen-Hoeksema & Morrow, 1993) as well as the hypothesis that rumination
or distraction has minimal effects as long as an individual is not experiencing depressed
mood or depressive symptoms (Nolen-Hoeksema, 2005). Similar patterns of differences
occurred for Problem-Solving Self-Efficacy (mean across three problems), with the
significant differences found between the low BDI/Rumination group, and the high
BDI/Rumination and high BDI/Distraction groups.
Response Styles Theory (Nolen-Hoeksema, 1991) proposes that rumination can
be harmful by maintaining or worsening depressive symptoms and impairing effective
problem-solving. Among those who are not experiencing significant depressive
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symptoms or depressed mood, however, Response Styles Theory suggests that
rumination has minimal effects on mood or problem-solving skills. In other words,
rumination and the presence of depressive symptoms or depressed mood interact to
further enhance them and impair effective problem-solving skills. In this study, it was
hypothesized that rumination negatively impacts self-efficacy only among those reporting
depressive symptoms. Among those who have little to no depressive symptoms, it can be
expected that rumination would have minimal effects. Examination of a potential
interaction effect between depressive symptoms and rumination, however, did not
support this finding. Depressive symptoms as well as rumination and distraction
themselves demonstrated a main effect on self-efficacy. The significant, negative
relationship between depressive symptoms and self-efficacy is consistent with the
literature on depression and self-efficacy (Bandura, 1977; Bandura, 1997). Poor power
may account for null findings for any interaction between depressive symptoms and
rumination/distraction.
Limitations and Directions for Future Research
One limitation already mentioned is small sample size or low power. Dissimilar
cell size between the four groups was another statistical weakness. In addition to
weaknesses in cell and sample size, there were few participants reporting clinically
significant levels of depressive symptoms in this study. Due to the distribution of the
participants’ BDI scores, those reporting a BDI-II score of ten (which is considered
below the threshold of “mild depressive symptoms”) and above were categorized as
reporting “higher depressive symptoms.” Minimal discrepancy between the “high” and
“low” BDI groups likely reduced the ability to detect differences between the groups
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even further. Indeed, when a larger discrepancy was created by selecting participants
who scored in the upper and lower extremes on the BDI-II, greater differences in selfefficacy emerged between the High BDI/Rumination group and the rest of the
participants (High BDI Distraction, Low BDI participants). Better overall power and
greater distinction between participants categorized as reporting “high” and “low”
depressive symptoms may shed more light on the interacting effect of depressive
symptoms and rumination on self-efficacy. A future study utilizing participants who are
reporting at least moderate levels of depressive symptoms to represent the “high BDI
group” may be able to further clarify the relationship between rumination, depression,
and self-efficacy. Another possibility is to focus on depressed mood, rather than on
depressive symptoms, which can be confounded by somatic symptoms not necessarily
associated with depression.
An obvious limitation is the use of an undergraduate subject pool to recruit
participants. There have been criticisms against the over-reliance on undergraduate
psychology students as study participants (Kazdin, 2003). The majority of the
experimental studies on rumination, however, have utilized undergraduate students as
participants (Butler & Nolen-Hoeksema, 1994; Lyubomirsky et al., 1998; Lyubomirsky
& Nolen-Hoeksema, 1993). The participants in this study were relatively diverse,
especially in comparison to most college students, both ethnically and in age. Using an
undergraduate subject pool, however, likely contributed to the few number of participants
reporting clinically significant levels of depressive symptoms. In an effort to increase the
number of participants reporting higher levels of depressive symptoms, fourteen of the
seventy-eight participants were selectively recruited by telephone or email based on their
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higher BDI-II scores. As expected, these selectively recruited participants scored higher
on the BDI-II in comparison to those who were not actively recruited. They also reported
that they were less likely to implement their self-identified solutions in comparison to
those who were not selectively recruited. It seems unlikely, however, that these expected
differences introduced bias that necessitates any changes in the interpretation of the
results.
In addition to adding a careful assessment of self-efficacy, this study differed
from the original Lyubomirsky et al. (1999) study in the exclusion of a cover story and
filler items. Although avoiding a cover story and filler items and directly measuring
depressive symptoms in a face valid fashion does not appear to have affected the
participants’ responses to the actual measures, they may have affected the participants’
approach to the manipulation task. The participants were informed at the beginning of
the study that the purpose of the experiment was to understand typical problems among
students. On the debriefing questionnaire, some students reported confusion about the
rationale for the manipulation task, as it did not appear related to the purpose of the study.
Although participants’ responses were reviewed to exclude those who reported not
engaging in the manipulation task, it is possible that some of the participants, while still
engaging in the task, did not take the manipulation task very seriously. Therefore, it is
possible that the lack of a rationale for the manipulation tasks may have weakened the
potential effects of rumination and distraction on self-efficacy. Thus, use of a cover story
or some type of rationale for the manipulation task may be warranted in future studies, as
was used in the Lyubomirksy et al. (1999) study.
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Despite these limitations, this study provides some evidence that rumination
negatively impacts self-efficacy, at least among those reporting depressive symptoms.
Rumination appeared to be negatively associated with both self-efficacy for solving
problems and for controlling upsetting thoughts. In particular, self-efficacy for
controlling or managing upsetting thoughts for a highly salient problem demonstrated a
stronger relationship with the effects of rumination than self-efficacy for solving
problems, the likelihood of implementing self-generated solutions, or the likelihood that
the self-generated solutions would work.
The results of this study suggest that self-efficacy for controlling upsetting
thoughts may be a promising focus for treatment research. If there is an important link
between rumination and depression, and self-efficacy and depression, enhancing a
depressed person’s self-efficacy for controlling rumination (repetitive and passive
thoughts about one’s own feelings, thoughts, and consequences of their own distress)
may be a viable target of treatment. Wells and his colleagues propose in their SelfRegulatory Executive Function (S-REF) model (Wells & Matthews, 1994; Papageorgiou
& Wells, 2003) that people’s beliefs about the uncontrollability of rumination plays a role
in worsening or maintaining depressive symptoms. Techniques such as identifying and
modifying cognitive distortions can be interpreted as increasing a depressed client’s selfefficacy for managing negative affect and cognition and for controlling rumination.
Indeed, this concept of controlling or managing negative, intrusive thoughts is consistent
with the aim of cognitive therapy or mindfulness therapy for depression. Researchers
have now begun to focus on an individual’s “metacognitive awareness” or
“metacognitive monitoring” following cognitive therapy for depression as an important
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skill to prevent relapse, rather than on decreasing negative cognitions themselves
(Teasdale et al., 2002). In other words, the ability to recognize and detach oneself from
negative automatic thoughts may be more important to recovering from depression and
remaining depression-free than the sheer presence or frequency of negative thoughts.
Although there are at least two studies examining and finding some support for
the role of self-efficacy for controlling negative cognition in the treatment of depression,
(Kavanagh & Wilson, 1989; Usaf & Kavanagh, 1990) future studies are needed to
determine the role of self-efficacy and rumination in the improvement of depressive
symptoms. One possibility may be that measurement of self-efficacy be used as a tool to
identify appropriate time for treatment termination. Usaf and Kavanagh (1990) suggest
that utilizing a strong sense of self-efficacy as a marker of readiness for treatment
termination may be more appropriate than simply symptom reduction, and produce
stronger protection from relapse. Given the evidence in support of a relationship between
rumination and depression, self-efficacy for controlling rumination may be a particularly
useful area for assessment in understanding and enhancing the treatment of depression.
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Table 1
Demographic Characteristics of Participants (N = 78)
Participant Characteristics

Means/Percentages

n

Range

Age

22.77 (6.44 SD)

78

18-54

Male

45.45%

35

Female

54.55%

42

Caucasian

70.13%

54

African American

18.18%

14

Other

10.26%

8

Freshmen

27.27%

21

Sophomore

15.58%

12

Junior

25.27%

21

Senior

18.18%

14

Post-Bachelor’s

5.19%

4

Gender

Ethnic Background

Education

Gilliam, Christina, 2005, UMSL, p. 75

Table 2
Types of Problems Reported by Participants for First Problem Identified (N = 78)

20

Frequency

15

10

20

12
11

5

6

6

6

5
4

4
3
1

0
Fianancial

Academic

Relationship

Family Memebers

Health

Time

Transportation

Uncertainty

Intrapersonal

Occupational

Other
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Table 3
BDI – II Scores (N = 78)

7

6

Frequency

5

4
7

3

2

4
3

1

3

3

3

2

2

2

2

2

2

2

1

2
1

1

0
0

1

2

3

4

5

6

13

14

15

18

19

20

23

24

27

39
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Table 4
BDI Scores by Group (N = 78)

Group
High BDI Rumination

Mean

N

SD

Range

15.35

23

6.44

10.00-39.00

High BDI Distraction

15.33

15

6.55

10.00-27.00

Low BDI Rumination

5.44

16

2.94

0-9.00

Low BDI Distraction

4.79

24

2.87

0-9.00

Total

10.06

78

7.12

0-39.00
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Table 5
Psychometric Properties of Dependent Variables (N = 78)

Mean (SD)
Self-Efficacy for
Controlling Thoughts
(highest severity)
Self-Efficacy for
Controlling Thoughts
(Mean for 3 Problems)
**Problem-Solving
Self-Efficacy (highest
severity)
**Problem-Solving
Self-Efficacy (mean for
3 problems)
**Confidence in
Effectiveness
**Likelihood that
solutions would work
**Likelihood of
Implementing Solutions
Severity

59.26 (23.71)

Skew (SE of Kurtosis (SE
Skew)
of Kurtosis)
-.39 (.27)
-.49 (.54)

Range

63.76 (18.55)

-.62 (.27)

.76 (.54)

.83-100.00

72.99 (19.42)

-.86 (.27)

.126 (.54)

18.00-100.00

75.43 (13.61)

-.72 (.27)

.93 (.54)

30.00-100.00

5.47 (.95)

-.47 (.27)

-.37 (.54)

3.00-7.00

5.65 (.86)

-.76 (.27)

.57 (.54)

3.33-7.00

5.29 (1.24)

-.58 (.27)

-.35 (.54)

2.00-7.00

4.66 (1.20)

-.40 (.27)

.09 (.54)

1.33-7.00

Solvability

4.84 (1.19)

-.66 (.27)

.67 (.54)

1.00-7.00

0-100.00

**These variables were transformed, as Skew/SE of Skew > 2, to satisfy assumptions of
normality
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Table 6
Correlation Matrix of Dependent Variables (N = 78)
1
2
3
4
1. Self-Efficacy for
Controlling Thoughts
___
related to Most “Severe”
Problem
2. Self-Efficacy for
.82**
Controlling Upsetting
___
Thoughts (Mean of 3
Problems)
3. Self-Efficacy for
-.53** -.37**
Solving Most “Severe”
___
Problem
4. Self-Efficacy for
-.47** -.43** .80**
Solving Problems (Mean
___
of Three Problems)
5. Confidence in
-.26** -.32** .36**
.52**
Effectiveness of Solutions
-.32**

.43**

.53**

5

6

7

8

9

10

___

6. Likelihood that
Solutions would Work

-.25*

.86**

7. Likelihood of
Implementing Solutions

-.26*

8. Severity

-.16

-.19

.04

.09

.01

-.07

.06

9. Solvability

.51**

.51**

-.54

-.69**

-.62**

-.57**

-.57**

-.10

___

10. BDI-II

-.40**

-.40**

.40**

.51**

.11

.20

.35**

.28**

-.31

___
-.27*

.51**

.64**

.31**

.37**
___
___

* = significant at the .05 level; ** = significant at the .01 level; DV’s 3, 4, 5, 6, 7, were transformed for analyses.

___
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Table 7
Primary Variables compared by First/Last BDI (N = 78)
Mean Across 3
Problems

First

Last

Total

Mean
75.82

SD
13.73

Mean
75.0

SD
13.65

Mean
75.43

SD
13.61

Self-Efficacy for
Controlling thoughts

64.21

17.60

63.28

19.78

63.77

18.55

Confidence in
Effectiveness

5.41

.94

5.52

.97

5.47

.95

Likelihood that
Solutions would
work
Likelihood of
Implementing
Solutions
Severity

5.59

.92

5.72

.80

5.65

.86

5.27

1.37

5.31

1.10

5.29

1.24

4.52

1.19

4.80

1.22

4.66

1.20

Solvability

4.82

1.15

4.86

1.25

4.84

1.19

BDI total

9.10

6.02

11.14

8.11

10.06

7.12

Problem Solving
Self-Efficacy
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Table 8
Primary Variables compared by Recruited (N = 14) and Non-Recruited (N = 64)
Mean Across 3
Problems

Recruited

Non-Recruited

Total

Mean
72.19

SD
9.98

Mean
76.14

SD
14.25

Mean
75.43

SD
13.61

Self-Efficacy for
Controlling thoughts

62.47

17.10

64.05

18.97

63.77

18.55

Confidence in
Effectiveness

5.26

1.08

5.51

.92

5.47

.95

Likelihood that
Solutions would
work
Likelihood of
Implementing
Solutions
Severity

5.58

1.02

5.66

.83

5.65

.86

4.65

1.34

5.43

1.18

5.29

1.24

5.01

1.05

4.58

1.23

4.66

1.20

Solvability

4.56

.96

4.90

1.23

4.84

1.19

BDI total

13.57

4.62

9.30

7.36

10.06

7.12

Problem Solving
Self-Efficacy

Rumination and Self-Efficacy
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Table 9
Means and Standard Deviations of Primary Variables of the Four Groups (N=78)
High BDI/Rumination
(N=23)
Mean
SD

High BDI/Distraction
(N=15)
Mean
SD

Low BDI/Rumination
(N=16)
Mean
SD

Low BDI/Distraction
(N=24)
Mean
SD

5.49

1.04

5.00

.94

5.71

.89

5.57

.86

Likelihood that Solutions would
Work
Likelihood of Implementing
Solutions
Perceived Solvability of
Problems
Self-Efficacy for Solving
Problems (Mean of Three
Problems)

5.49

.89

5.22

.84

5.81

.92

5.95

.70

5.07

1.23

4.60

1.40

5.54

1.00

5.77

1.10

4.65

.714

4.38

1.25

5.06

1.26

5.16

1.39

71.00

10.81

68.27

13.81

80.37

11.05

80.87

14.54

Self-Efficacy for Controlling
Upsetting Thoughts (Mean of 3
Problems)
Self-Efficacy for Solving Most
“Severe” Problem
Self-Efficacy for Controlling
Thoughts related to Most
“Severe” Problem

59.35

13.34

57.28

16.29

62.14

28.14

73.14

12.77

69.91

18.33

61.20

19.80

80.63

14.10

78.23

20.09

48.26

21.41

56.50

19.52

59.69

30.22

71.25

18.43

Participants’ Ratings
Confidence in Effectiveness of
Solutions

